The following paper was also read: The traditional management of acute cholecystitis is initial conservative treatment with intravenous fluids and antibiotics followed by elective cholecystectomy after an interval of two to three months. Thus du Plessis & Jersky (1973) advocate this policy for three reasons: (1) Uncertainty of diagnosis.
(2) Risks of operation in the acute condition in elderly patients with pulmonary or cardiac disease and other associated conditions such as obesity and diabetes. (3) The mortality in acute cholecystitis is low.
Others favour a more aggressive surgical approach with early surgery, undertaken within 7 days of the onset of acute cholecystitis. Thus Linden & Sunzel (1970) state that the operation is not hazardous; its main advantage is the early relief of pain and a shorter total hospital stay.
As these attitudes have been based on retrospective studies, it was decided in Liverpool to set up a controlled trial of the two treatments in the surgical professorial units at the Liverpool Royal Infirmary and Broadgreen Hospital. This paper reports the early results obtained to date.
Method
The study, which is still in progress, is a prospective controlled trial of the simple classical design. All cases with a clinical diagnosis of acute 'Address for correspondence: A Cuschieri chm, Department of Surgery, University of Liverpool, PO Box 147, Liverpool, L69 3BX cholecystitfs of less than 7 days' duration are eligible for the trial, which has the following escape clauses for exclusion of unsuitable cases:
(1) Cases presenting with complications of peritonitis or jaundice.
(2) Cases with a duration of symptoms of more than 7 days. (3) Cases with any evidence of intercurrent disease. (4) Extreme old age (patients aged over 80 years). Obesity was not a reason for exclusion. All cases undergoing surgery were to have operative choledochography. Criteria for diagnosis were based on history and physical, hematological and radiological examination. In the context of the trial, an acceptable history was that of upper abdominal pain which was sudden in onset and severe in nature and was localized in the right hypochondrium, radiating to the right inferior scapular region. The clinical signs had to include a pyrexia with an associated tachycardia and abdominal tenderness with rebound tenderness and guarding in the right upper quadrant. Blood was withdrawn for white and differential blood count, liver functions tests, and estimations of hemoglobin, serum proteins, serum amylase and electrolytes. A neutrophil leukocytosis was considered essential for the diagnosis and the remaining investigations were made to exclude other conditions. Radiological evidence was required. In this respect, plain radiographs of chest and abdomen (erect and supine) were obtained in all cases to exclude perforated peptic ulceration. Positive confirmation of the diagnosis was also needed, and urgent intravenous cholangiographic studies with Biligram as the contrast medium were obtained in 75% of cases. The diagnosis was confirmed if the gall-bladder was not shown but the common bile duct was normal.
During this period of confirmation, all patients received nasogastric suction, intravenous Hartmann's solution and 5 % dextrose solution as required by the clinical state, and antibiotics. Intramuscular ampicillin (500 mg four times daily) was used unless there was a specific contraindication. After admission to the trial and confirmation of diagnosis, patients were allocated at random by the method of sealed envelopes to either acute surgery or continued conservative treatment. Failure of medical treatment occurred if: (1) Medical treatment had to be abandoned because of signs of spreading peritonitis, repeated severe attacks of pain, increasing jaundice or failure to settle.
(2) The patient returned earlier than expected because of further attacks of acute cholecystitis. In this situation, conservative management could again be instituted provided there was no surgical contraindication. Failure of surgical treatment occurred if: (1) Cholecystectomy had to be abandoned for cholecystostomy because of surgical difficulty.
Section ofSurgery
(2) There was any damage to the biliary tree. Thirty-two patients have been treated so far, 17 by the conservative regime and 15 by early surgery.
Stratification is shown in Table 1 . The mean ages in the two groups were similar. Patients subjected to early surgery had a slightly longer duration of symptoms but there was a bigger range about the mean. The sex ratio was similar in the two groups and each showed a preponderance of females.
Results
Outcome ofconservative group: seventeen patients have been treated by initial conservative management and in 13 surgery has been completed. Two patients await surgery: one of these had initially refused surgical treatment but returned after 12 months requesting surgery because of further attacks of pain. Another patient refused surgery and has not returned, and in the interval prior to surgery one patient developed chest pain and changes in the electrocardiogram, which indicated a myocardial infarct. Surgery is no longer contemplated for this patient.
Of the 17 patients treated, there was a misdiagnosis in 2 (11.8%). One patient had a perforated duodenal ulcer with no previous history of dyspepsia and no air under the diaphragm in the chest radiograph. The other patient had a carcinoma of the hepatic flexure which invaded the gall-bladder, where it was causing obstruction and infection. Laparotomy was required for increasing abdominal distension and vomiting due to intestinal obstruction. In the remaining 15 patients with proven acute cholecystitis, medical treatment failed in 3 cases (20 %). One patient developed signs of increasing peritonitis, and only cholecystostomy was possible. Another patient had repeated attacks of severe pain and developed increasing jaundice, and was shown at surgery to have gall-stones and a stone impacted in the lower end of the common bile duct. The third patient returned 7 days after discharge from hospital with repeated attacks of severe pain. Those patients who underwent elective cholecystectomy had operations which were not technically difficult. The common bile duct required exploration in 2 cases.
Outcome of the early surgical group: Fifteen patients were treated with early surgery. There was one established misdiagnosis (6.8%) in a patient who had acute pancreatitis without hamorrhage, in whom the serum amylase was only marginally elevated. Two patients with acute cholecystitis had operations which the surgeon considered technically difficult but in whom cholecystectomy could safely be carried out. In these 2 patients the estimated blood loss was 500 ml and transfusion was given. Generally, however, the blood loss in the early surgical group was only slightly greater than that in the elective group, and none of the other cases required transfusion. The common bile duct required exploration in 2 cases. Operative findings in early surgery: The gallbladder was aedematous and acutely inflamed, with light adhesions from the omentum and duodenum which could be broken down easily with a swab. Two patients were found to have dark patches at the fundus of the gall-bladder due to incipient gangrene, but perforation had not occurred. A third patient had a stone in the cystic duct which had ulcerated through the wall, and peritonitis had been prevented only by the adherent duodenum and omentum. All 3 patients were considered to be in immediate danger of developing generalized peritonitis. Mortality: There was no mortality in either group. Morbidity: Five of the 17 patients in the conservative group had complications due to mild infection; 2 of these were due to bronchopneumonia, 2 to a phlebitis caused by prolonged intravenous fluid, and one to a wound infection. In the early surgical group, 3 patients developed bronchopneumonia which responded to physiotherapy. One patient developed a deep venous calf thrombosis without clinical embolization and a further patient had a sensitivity reaction to. ampicillin. One patient drained bile for 48 hours, which then ceased spontaneously without further complication. Total duration of hospital stay: If uneventful conservative management of acute cholecystitis is compared to the early surgical group and misdiagnosed cases are excluded, the total hospital stay is 8.8 days shorter for the early surgical group (see Table 2 ).
A better comparison can be made between the conservative group (including those patients for whom medical treatment failed) and the early surgical group, the misdiagnosed cases being excluded in both groups. In this comparison, the hospital stay is, on average, 12 days shorter for the early surgical group (see Table 3 ).
Conclusion
More results are needed for a valid conclusion. There has been no increased mortality or morbidity with early surgery for acute cholecystitis as compared with the traditional management. Early surgery means a shorter hospital stay and there is early relief of pain.
